Summary: In this study 50 patients (36 male, 14 female) with oesophageal carcinoma have been examined preoperatively by computed tomography. Three parameters were assessed, nodal involvement, invasion of adjacent organs, and metastatic disease. For all patients the computed tomography findings were correlated with the subsequent surgical and pathological findings. Sensitivity for both invasion and node involvement is low (36% to 67%). Specificity however, is high (85% to 95%). Computed tomography is therefore relatively reliable when it predicts a 'negative result' for either invasion or node involvement. However, its predictive value for a positive result is not as reliable.
Introduction
Carcinoma of the oesophagus has a poor prognosis. It is often well advanced with local invasion, nodal involvement and occasionally distant metastases, by the time the patient first presents." '2 In patients considered suitable for surgery perioperative mortality for oesophageal resection varies from 30% to 6%34 and the overall 5 year survival is seldom better than 15%. 4 was the criterion chosen to assess nodal involvement. Regional node fields were assessed at, above and below the tumour level. The liver was also examined for the presence of metastatic disease. Intravenous contrast medium was not given routinely but was used in 2 cases of doubtful invasion.
CT findings were correlated with the subsequent surgical and pathological findings. Surgically, organ invasion was defined as tumour adherence which could not be dissected free by gentle, cautious dissection. All submitted nodes were examined for metastatic involvement.
All patients had surgery, one patient had no definitive procedure other than laparotomy, 7 patients were intubated (Celestin tube), 13 had laparotomy and right thoracotomy (Ivor-Lewis procedure) and the remaining 29 patients had an oesophagogastrectomy using a left thoracoabdominal approach.
Results

Invasion
Above the diaphragm CT suggested that 5 patients had evidence of invasion, which was surgically confirmed in 2 patients (tracheal and pericardial invasion). It was thought that 45 patients had no evidence of invasion on CT and this was correct in 42 cases. The false negative assessments arose in 2 patients with aortic invasion and in one patient with pericardial involvement. Sensitivity and specificity above the diaphragm were 40% and 93% respectively (Table I) . Below the diaphragm 4 patients were incorrectly assessed by CT. In 3 cases errors were related to peridiaphragmatic invasion and in one to pancreatic invasion giving a sensitivity of 67% and a specificity of 95% (Table I) In our study metastatic disease was missed in half of patients in whom it was present (3 of 6), but accurately excluded in the remaining 44 patients. Although our numbers are small this is disappointing; two of the patients had diffuse micrometa- 
